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Abstract
Background: Unconscious bias and negative attitudes towards minority groups have detrimental effects on the
way health care is, or is not, provided to these groups. Recognition of racist attitudes and behaviours as well as
understanding clients’ experiences of health and health care are pivotal to developing better health care strategies
to positively impact on the quality and safety of care provided to Indigenous people.
Indigenous research demands inclusive research processes and the use of culturally appropriate methodologies.
This paper presents a methodological account of collecting narratives which accurately and respectfully reflect
Aboriginal Australians’ experiences with health care in Western Australia. The purpose of these narratives is to
provide health students and professionals with an opportunity to ‘walk-in the shoes’ of Aboriginal people where
face-to-face interaction is not feasible.
Methods: With the incorporation of Indigenous peoples’ voices being an important link in cultural safety, the
project was led by an Indigenous Reference group, who encouraged active participation of Aboriginal people in all
areas of the project. Using a phenomenological approach and guided by the Indigenous Reference group, yarning
data collection was implemented to collect stories focusing on Aboriginal people’s experiences with health care
services. An open-access, on-line website was established to host education resources developed from these
“yarns”.
Results: Yarning provided a rich source of information on personal experiences and encouraged the story provider
to recognise their facilitative role in the research process. While the methodology used in this project was lengthy
and labour-intensive it afforded a respectful manner for story collection and highlighted several innate flaws when
Western methods are applied to an Indigenous context.
Conclusion: Engagement of an Indigenous Reference Group was pivotal to designing an appropriate methodology
that incorporated the voices of Aboriginal people in a multimedia resource of Aboriginal narratives. However
further research is warranted to understand how the resources are being used and integrated into curricula, and
their impact on students and health care outcomes.
Keywords: Study protocols, Indigenous methodology, Health professionals’ education, Narratives, Attitudes,
Empathy
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Background
Australian Indigenous people constitute 3 % [1] of the
Australian population. Despite a national priority of
“Closing the Gap” between the health outcomes of Indi-
genous and non-Indigenous people [2] the health of In-
digenous Australians1 is among the worst in the
developed world [3].
The reasons for this are complex, however social dis-
advantage and marginalisation from mainstream society
are still largely implicated [4], including a lack of cultur-
ally appropriate health services [5] and racism [6–8].
The cultural differences between Indigenous Australians
and health care providers have been recognised since the
1970s [9] but still Indigenous Australians report being
subjected to racism resulting in poor health and well-
being [10]. Health providers often hold unconscious
biases and stereotypes [11] which can have devastating
consequences to health care recipients [7, 12].
Cultural competency training for health providers has
been suggested as a solution to improve racial disparity
in health care. However, cultural competency training
has also been criticised as a mechanism to improve the
health of minority groups. Carpenter and colleagues [13]
suggest that this approach does not acknowledge diver-
sity within groups and assumes culture is static. Cultural
competency encourages stereotyping, as knowledge is
based on broad population level data [14, 15] and “com-
petency” assumes an endpoint is achievable [14]. In
recognising a population as disadvantaged, “we inadvert-
ently and unavoidably label that population as inherently
disadvantaged” [16] resulting in disadvantage being seen
as the group’s characteristic rather than the result of his-
torical events and external factors which may have had
an impact on that group.
As a result of emerging patient-centred care and
narrative-based medicine, a reflective and transform-
ational approach to address racism has been proposed.
The concept of cultural safety as described by Ramsden
and Spoonley [17] emphasises awareness of the domin-
ant hegemony and reflection on how this impacts the
health care and health outcomes of minority groups.
Recognition of unconscious bias and racist attitudes and
behaviours should therefore be pivotal in developing bet-
ter health care strategies [18]. Transformational learning
occurs as a result of a “disorientating dilemma”, a situ-
ation that calls into question personal beliefs and chal-
lenges an individual’s “frame of reference” [19]. As a
result of this cognitive disequilibrium and critical reflec-
tion, a more open, inclusive attitude towards patient-
centred care can emerge [20]. However as Kumashiro
[21] highlights the root of oppression does not reside
solely in how individuals think, feel and behave towards
others. Other sociocultural barriers to care such as or-
ganisational and structural processes and policies of the
dominant culture also need to be addressed to enhance
access, quality and cultural safety of health care for mi-
nority groups [22].
In teaching and learning a number of successful strat-
egies have been used to reduce unconscious bias and
stereotyping, some of which include: teaching people to
recognise their own unconscious biases [11], stimulating
disagreement in a non-threatening environment and
emphasising the difference between behaviours and beliefs
[23]. To facilitate self-reflection, educators use narratives
and case studies as triggers to prompt discussion and
questions. The stories enable learners to experience a new
reality and encourage reflection on their own assumptions
and values as well as on issues of social justice [24].
Other successful tactics have included demonstrating
unconscious stereotyping to facilitate recognition of its
existence and emphasise greater perspective-taking and
empathy [11, 23] as well as integrating the patient per-
spective [25, 26]. Empathy is an appreciation or imagin-
ation of another person’s emotions [27] which involves a
cognitive element (taking the perspective of another)
and an emotional element [28]. Taking the perspective
of another will lead to empathy for that person [29] and
will increase the importance placed on an individual’s
welfare, which in turn can motivate people to modify
their behaviours and attitudes. It has been proposed that
empathy can bridge cultural differences by providing a
means to integrate an attitude of openness to diversity
with the appropriate knowledge and skills to work suc-
cessfully with people from other cultures [29].
In psychology and health promotion domains, the use
of narrative pedagogy is a growing area of research. Nar-
ratives are particularly useful when strong attitudes,
which are particularly resistant to change, are to be chal-
lenged. Identifying with characters in the narrative re-
duces the amount and effectiveness of counter-arguing
[30]. Narratives also allow for activities, events and the
significance of experiences to be more readily recounted
[31] and can help illustrate cultural values [32].
A narrative is unlikely to be comprehended from a sin-
gle point of view or a single moment [31] as interpret-
ation is likely to be shaped by personal experiences and
opinions. Furthermore, the reading response theory,
which expands on the inter-subjectivity properties of
narratives, pays attention to the phenomenological act of
following a story, which allows the reader to take into
account the underlying structure of the story as well as
making sense of it [32].
In this paper we present a descriptive study of a method
for collecting narratives from Aboriginal Australians in
Western Australia regarding their experiences with health
care and using these to create open-access, on-line
learning resources. These resources can be used by ed-
ucators as triggers for classroom discussions on
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unconscious bias both amongst the students themselves
and in the wider community, encouraging self-
reflection on assumptions and values as well as issues
of social justice [24].
Methods
Key considerations in Aboriginal Indigenous research
Nguyen [26] advocates that incorporating the voices of In-
digenous people is an important link in promoting cul-
tural safety, and as such, inclusive approaches were
central to this project. The six values of reciprocity, re-
spect, equality, responsibility, survival and protection and
spirit and integrity that lie at the heart of the Australian
National Health and Medical Research Council’s guide-
lines for ethical conduct in Aboriginal and Torres Strait
Islander Health Research [33] underpinned all aspects of
this project. Aboriginal people were active participants,
with roles as leaders, researchers, advisors and members
of the Indigenous Reference Group (IRG), as well as pro-
viders of the narratives.
At the start of the project, an Indigenous Reference
Group including three male and six female leaders in
Aboriginal health and research was established to deter-
mine the methodology for story collection and recruit-
ment of story providers. The IRG also identified the
themes from the narratives and provided discussion
points from the narratives and scenarios for educators to
incorporate into lesson plans.
Ethics approval was obtained from both the Edith
Cowan University Human Research Ethics Committee and
Western Australian Aboriginal Health Ethics Committee
(WAAHEC). WAAHEC approval required letters of sup-
port from the Geraldton Regional Aboriginal Medical Ser-
vice, North and South Metropolitan Area Health Services,
to recruit Aboriginal story providers in their area.
Indigenous methodology
Indigenous methodology has been described as research that
uses “techniques and methods drawn from the traditions of
those people” [34]. Yarning is an Indigenous cultural form of
conversation and has been shown (by Bessarab, a member
of the IRG) to be a rigorous and credible research method
when gathering data from Indigenous people [35]. This
method was suggested by the IRG for this project. Yarning
involves “an informal and relaxed discussion though
which both the researcher and the participant journey
together visiting places and topics of interest relevant
to the research” ([35] p38).
Integral to the yarning process is the establishment of
a relationship between the story collector and the story
provider through a “social yarn” (informal) before mov-
ing into the “research yarn” (purposeful conversation
with a defined beginning and end). The yarn relies on
the story provider to determine what parts of their story
to reveal and what to leave out, while the story collector
aims to draw out the parts of the story they are inter-
ested in [35].
Phenomenological approach
Morris [36] suggests that thinking with stories allows
the narrative to work on the reader or viewer. He sets
this against the institutionalised Western practice of
thinking about stories where narratives are considered
an object. Hence, the use of formal phenomenological
steps to analyse and describe the themes within the nar-
ratives seemed to be counterintuitive. The narratives are
presented as an agent for students’ meaning-making and
self-reflection on the experiences of the Aboriginal story
providers. Furthermore the objectifying and compart-
mentalising of experience flies in the face of the holistic
nature of Indigenous epistemologies [37].
To prompt students to consider the values, beliefs and
cultural perspective of both the story provider and
themselves we asked the Indigenous Reference Group to
develop optional questions and discussion points for
educators.
Preparation for story collection
We recruited and trained seven Aboriginal and non-
Aboriginal male and female story collectors in the use of
“yarning” as a data collection tool. The training con-
sisted of a 2-day workshop conducted by three members
of the IRG.
The IRG identified that the term “story teller” has a
particular significance in Aboriginal culture; hence the
term “story provider” was used. Story providers were re-
cruited by the Indigenous Reference Group members
and story collectors through their personal contacts or
by snowball sampling. A total of twenty-one Aboriginal
story providers were recruited, the majority of whom
lived in rural and remote areas of the Murchison in
Western Australia (WA). However, the stories relate to
experiences across WA from metropolitan areas of Perth
to regional towns and rural and remote settings. All in-
terviews from story providers were developed into narra-
tive resources as this was considered to be respectful of
their participation in the project.
Story collection process
Prior to recording their conversation (yarn), the story
collectors explained the purpose and process for story
collection with the story providers. To ensure that the
story collection process was culturally appropriate and
to provide a feeling of safety, the story provider chose
the venue for this process and had the choice of whether
their story was recorded on video or digitally recorded
for transcription to text. Furthermore, since this process
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could potentially be traumatic, a list of counselling ser-
vices with knowledge of the project was made available.
A two-step written consent process was used: the first
to obtain consent at the interview for recording the
interview, on video or digitally recorded for transcription
to text; and the second to obtain informed consent for
the use of the final stories derived from the story pro-
viders’ interviews. This last step allowed story providers
to view the product before being asked to sign the con-
sent form.
Story editing
The yarning methodology provided rich descriptions of
the story providers’ experiences of health care. However,
many of the audio and video tapes were more than an
hour long. To maximise utility for teaching purposes,
videos and transcripts from the audio recordings were
edited to reflect a single incident or theme. Deconstruct-
ing the yarn into discrete incidents that can practically
be used in teaching and learning potentially loses the
flow and nuance of the story provider’s yarn. While this
was unavoidable it was mitigated through the involve-
ment of the IRG in unpacking the individual stories and
ensuring that the story providers approved of the way
their yarn was edited.
Website resources
An open-access website, requiring registration was de-
veloped for the project [38]. The website contains a total
of 41 separate narratives embedded as YouTube videos
and/or transcripts, depending on the story provider’s
preference.
Four overarching themes from all of the narratives
were identified by the IRG members and developed into
scenarios written by Aboriginal playwright David Milroy
and professionally produced. These key themes are com-
munication, stereotypes around perceived drunkenness,
passing on and a story reflecting the experiences of a
member of the Stolen Generation. The term ‘Stolen
Generation’ refers to approximately 100,000 Aboriginal
children who were forcibly removed or taken under dur-
ess from their families by police or welfare officers from
the late 1800s into the 1960s [39].
The Project Team and IRG developed facilitation guides
which support the narrative and scenario resources and
aid in classroom discussions. The object of the facilitation
guides was to explain how the narratives were collected
and scenarios developed and to provide questions and dis-
cussion points that could be used in teaching and learning.
To assist educators in locating topic-based narratives, we
included a search function which includes story provider
sex, age group the story relates to, clinical and health sys-
tem topic and type of media.
Results
Cultural issues
There were a number of controversial topics which arose
where Western research methods were incompatible
with a culturally respectful approach. The first, and the
most obvious one, was having adequate time for the pro-
ject; engaging with Indigenous people, building a rela-
tionship and trust called for a timeframe not necessarily
congruent with the duration of the project’s funded
period. Fortunately the project funder, the Australian
Government Office for Learning and Teaching, agreed
to extend the duration of the project from 2 years to 2-
and-a-half years.
Second, in a number of Aboriginal language groups,
there are cultural reasons for avoiding showing the image
of Aboriginal people who have died [40]. Deciding how
the project would manage a participant’s story should they
pass on during or after the project when individual con-
sent had been obtained was central to the discussions with
the IRG. A critical part of obtaining consent from story
providers was ensuring that they understood that if re-
moval of video was requested at any point we would re-
move it from the website but we could not guarantee all
copies of the videos had been destroyed as educators may
download videos from the website. In an attempt to re-
duce this risk the videos are available on a USB stick but
only sent to a named person who has agreed to destroy
the USB if a request was made by the story provider or a
relative to remove a video narrative. Requesting website
users to create a login with an e-mail address, ensures that
in the event that a video needs to be removed, we are in a
position to contact those who have potentially down-
loaded the video.
Third, the IRG suggested a reasonable cash payment
for the story providers as their story could be considered
a cultural product, however the ethics committees con-
sidered this to be an incentive. The issue of cultural in-
tellectual property, its value and worth was never
resolved and remains a concern in this kind of research.
The IRG recognised that further discussion on this issue
would hold up the project so a decision was made to
offer story providers a $25 reimbursement for transport
and other costs associated with attendance. Each story
provider also received a transcript and DVD copy (where
relevant) of their story to share with their family.
Reflections on the methodology
Yarning provides a rich source of information on per-
sonal experiences and allows the story provider to set
the pace and agenda encouraging them to recognise
their facilitative role in the research process [41]. How-
ever as described by Bessarab and Ng’andu the inherent
challenge for researchers in using yarning for data col-
lection is trusting in the story telling process and
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knowing when to interrupt or gently steer the conversa-
tion to another area [35]. When the recordings of inter-
views were playing back two of the IRG members
identified times when the story collector interrupted the
yarn as the story provider paused to reflect on an im-
portant point. This was a particular issue for one of the
non-Aboriginal story collectors and perhaps reflects cul-
tural differences in tolerance for conversational silences
which Mushin and Gardner define as “breaks in the flow
of talk within and between turns of talk” [42].
Advantages of the methodology
The epistemological differences between Western and In-
digenous philosophies suggest there are innate flaws when
Western methods are applied to an Indigenous context
which could potentially produce results that are distorted
and incorrect [43]. Engagement of the IRG provided an
interface between these epistemological differences and
created a foundation from which the Aboriginal narrative
resources could be generated, guaranteeing that they were
true to, and respectful of Aboriginal cultures. For example,
the role of IRG as methodology designers and story pro-
vider recruiters provided solutions to the challenge of lack
of trust between researchers and participants and the use
of appropriate research discourse (e.g. story providers ra-
ther that story tellers), common concerns in indigenous
participatory research [44].
The methodology role-modelled a genuine alliance with
Indigenous people rather than a more common tokenistic
approach to Indigenous participation in research such as
superficial representation on steering committees [45].
The non-Indigenous researchers found working across
cultures particularly enriching, as the trusting relationship
with the IRG allowed for naïve questions about cultural is-
sues and constructive feedback.
“Witnessing” the social determinants that affect peo-
ple’s lives “by observing and acquiring firsthand know-
ledge” is important [46]. Medical students exposed to
community engaged rural placements have been shown
to have unique learning opportunities that are not ne-
cessarily available to their urban counterparts. Such
placements provide them with a unique preparedness
for clinical practice by increasing, amongst other things,
cultural understanding [47]. Unfortunately it is not pos-
sible for all students to spend time in these communities
and there is a risk of culturally unsafe students being in-
trusive. A narrative approach offers the “next best thing”
by providing its audience with an opportunity to “walk-
in-the shoes” of Indigenous people, to experience their
feelings and values and imagine the world from their
unique individual perspective. Of course the resources
cannot replace the experience of interacting face-to-face
with an Indigenous person or living and working in an
Indigenous community or organisation. However, they
can be used to enhance and supplement other, more the-
oretical learning resources and to better prepare student
health professionals for clinical placements in which
they are likely to encounter Indigenous clients and
colleagues.
The methodology used in this project was lengthy and
labour-intensive but it afforded a respectful manner for
story collection and the consent process. These are not
stories of a “inherently disadvantaged population” [16]
but rather personal reflections that validate Indigenous
Australians’ support for change and provide insights into
a strong and resilient culture.
Conclusion
This study involved the use of culturally appropriate
process to collect and disseminate narrative resources in
partnership with Aboriginal people. The development of
future teaching and learning resources to challenge un-
conscious bias and stereotype would benefit from the
use of Indigenous methodologies rather than Western
centric approaches that reflect the dominant hegemony.
This project encourages empathy and openness to cul-
tural differences through critical reflection on health
professionals’ own cultural identities rather than a static
knowledge of a culture.
This study confirms that establishing Indigenous and
non-Indigenous shared leadership for project governance
and management is essential for building a rich multi-
media resource of their experiences with health services.
These resources have resonated with Australian educators
and students signifying their potential to build capacity by
challenging attitudes and cultivating deep and lasting em-
pathy. Research is now needed that explores the level of
empathetic change in health care students and practi-
tioners following exposure to these resources.
Endnote
1We have referred to Australian “Indigenous” people
(who include Aboriginal and Torres Strait Islander
people) and Australian “Aboriginal” people. Since this
was a federally funded project that aimed to influence
health care education across Australia, we use the term
“Indigenous” when describing existing national research
and issues that relate to the broad Aboriginal and Torres
Strait Islander population. However the Aboriginal people
in Western Australia were the Indigenous Australians
who contributed their stories to our project, hence we use
the term “Aboriginal” in relation to the story providers.
Abbreviations
IRG, Indigenous Reference Group; WA, Western Australia; WAAHEC, Western
Australian Aboriginal Health Ethics Committee.
Acknowledgements
The grant provider was the Australian Government Office for Learning and
Teaching. Over 50 people generously committed their time and energy to
Wain et al. BMC Medical Education  (2016) 16:156 Page 5 of 7
create the resources for the project. For a full list of the people who contributed
their stories and expertise to the project please refer to the website http://altc-
betterhealth.ecu.edu.au. In addition, we acknowledge Ashleigh McEvoy for her
assistance in producing this paper.
Funding
Funding for the collection of the narratives and development of the educational
resources was provided by the Australian Government Office for Learning and
Teaching.
Availability of data and materials
The edited narratives and educational resources from this project are available
at http://altc-betterhealth.ecu.edu.au. The story providers provided consent for
the use of the final product (the edited narratives which are derived from the
yarning interviews) and the original verbatim transcripts from the interviews are
not publically available.
Authors’ contributions
TW conceived of the study, managed the project and co-drafted the manuscript.
DB and CH (Chair) were members of the Indigenous Reference Group
who recruited the story providers, identified themes from the narratives
and contributed to the facilitation guides. DB suggested the indigenous
methodology used in the study and provided training for the story collectors.
MS, DB, DM, CR and CH contributed to the design of the project, the manuscript
and approved the final manuscript.
Authors’ information
CH and DB are Australian Aboriginals.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Ethics approval was obtained from the Edith Cowan University Human Research
Ethics Committee (reference number 5164 RUDD) and the Western Australian
Aboriginal Health Ethics Committee (reference number 304-08/10).
Author details
1Edith Cowan University, 270 Joondalup Drive, Joondalup, WA 6027,
Australia. 2University of Western Australia, Centre for Aboriginal Medical and
Dental Health, 35 Stirling Hwy, Crawley, WA 6009, Australia. 3The University
of Notre Dame Australia, 32 Mouat St, Fremantle, WA 6959, Australia. 4Edith
Cowan University, Kurongkurl Katitjin, 2 Bradford St, Mount Lawley, WA 6050,
Australia.
Received: 28 August 2015 Accepted: 26 May 2016
References
1. Australian Bureau of Statistics. Estimates and Projections, Aboriginal and Torres
Strait Islander Australians, 2001 to 2026. 2014. http://www.abs.gov.au/ausstats/
abs@.nsf/Products/31329946F1E095BACA257CC9001438BA?opendocument.
Accessed 18 Feb 2016.
2. Australian Institute of Health and Welfare. Aboriginal and Torres Strait
Islander Health Performance Framework 2008. 2009. http://www.aihw.gov.
au/publication-detail/?id=6442468199. Accessed 18 Feb 2016.
3. UN News Centre. UN report paints grim picture of conditions of
world’s indigenous peoples. http://www.un.org/apps/news/story.
asp?NewsID=33484&Cr=indigenous&Cr1=(2010). Accessed 18 Feb 2016.
4. Marmot M. Social determinants and the health of Indigenous Australians.
Med J Aust. 2011;194:512–3.
5. Australian Institute of Health and Welfare. Improving the accessibility of health
services in urban and regional settings for Indigenous people. 2013.
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/
Publications/2013/ctgc-rs27.pdf. Accessed 18 Feb 2016.
6. Eckermann A, Dowd T, Chong E, Nixon L, Gray R, Johnson S. Binan Goonj:
Bridging Cultures in Aboriginal Health. 2nd ed. Marrickville: ELSEVIER; 2006.
7. Larson A, Gillies M, Howard PJ, Coffin J. It’s enough to make you sick: the
impact of racism on the health of Aboriginal Australians. Aust N Z J Public
Health. 2007;31:322–9.
8. Paradies Y, Harris R, Anderson I. The impact of racism on Indigenous health
in Australia and Aotearoa: Towards a research agenda. Discussion Paper No. 4.
Cooperative Research Centre for Aboriginal Health. 2008. https://www.lowitja.
org.au/lowitja-publishing/C004. Accessed 18 Feb 2016.
9. Downing R, Kowal E, Paradies Y. Indigenous cultural training for health
workers in Australia. Int J Qual Health Care. 2011;23:247–57.
10. Gallaher G, Ziersch A, Baum F, Bentley M, Palmer C, Edmondson W, et al.
In our own backyard: urban health inequities and Aboriginal experiences of
neighbourhood life, social capital and racism. Adelaide: Flinders University; 2009.
11. Burgess D, van Ryn M, Dovidio J, Saha S. Reducing racial bias among health
care providers: Lessons from social-cognitive psychology. J Gen Intern Med.
2007;22:882–7.
12. Paradies Y. Defining, conceptualizing and characterizing racism in health
research. Crit Public Health. 2006;16:143–57.
13. Carpenter-Song E, Schwallie M, Longhofer J. Cultural competence reexamined:
critique and directions for the future. Psychiatr Serv. 2007;58:1362–5.
14. Johnson YM, Munch S. Fundamental contradictions in cultural competence.
Soc Work. 2009;54:220–31.
15. Kelaher M, Parry A, Day S, Paradies Y, Lawlor J, Solomon L. Improving then
Identification of Aboriginal and Torres Strait Islander people in mainstream
general practice. The Lowitja Institute. 2010. https://www.lowitja.org.au/
lowitja-publishing/L005. Accessed 18 Feb 2016.
16. Kowal E, Paradies YC. Enduring dilemmas of Indigenous health. Med J Aust.
2010;192:599–600.
17. Ramsden IR, Spoonley P. The cultural safety debate in nursing education in
Aotearoa. NZAROE. 1993;3:161–74.
18. Johnstone M-J, Kanitsaki O. The politics of resistance to workplace cultural
diversity education for health service providers: an Australian study. Race
Ethn Educ. 2008;11(2):133–54.
19. Mezirow J. Learning as Transformation: Critical Perspectives on a Theory in
Progress. The Jossey-Bass Higher and Adult Education Series. San Francisco:
Jossey-Bass Publishers; 2000.
20. Kumagai AK, Murphy E, Ross P. Diabetes stories: use of patient narratives of
diabetes to teach patient-centered care. Adv Health Sci Educ. 2009;14:315–26.
21. Kumashiro KK. Toward a theory of anti-oppressive education. Rev Educ Res.
2000;70:25–53.
22. Betancourt JR, Green AR, Carrillo JE, Ananeh-Firempong 2nd O. Defining
cultural competence: a practical framework for addressing racial/ethnic
disparities in health and health care. Public Health Rep. 2003;118:293.
23. Pedersen A, Walker I, Wise M. “Talk does not cook rice”: Beyond anti-racism
rhetoric to strategies for social action. Aust Psychol. 2005;40:30–40.
24. Kumagai AK, Lypson ML. Beyond cultural competence: critical consciousness,
social justice, and multicultural education. Acad Med. 2009;84:782–7.
25. Perloff RM, Bonder B, Ray GB, Ray EB, Siminoff LA. Doctor-Patient communication,
cultural competence, and minority health theoretical and empirical perspectives.
Am Behav Sci. 2006;49:835–52.
26. Nguyen H. Patient centred care: cultural safety in Indigenous health. Aust
Fam Physician. 2008;37:990–4.
27. Stepien KA, Baernstein A. Educating for empathy. J Gen Intern Med.
2006;21:524–30.
28. Dyche L, Zayas LH. Cross-cultural empathy and training the contemporary
psychotherapist. CSWJ. 2001;29:245–58.
29. Batson CD, Polycarpou MP, Harmon-Jones E, Imhoff HJ, Mitchener EC, Bednar
LL, et al. Empathy and attitudes: Can feeling for a member of a stigmatized
group improve feelings toward the group? J Pers Soc Psychol. 1997;72:105.
30. Dal Cin S, Zanna MP, Fong GT. Narrative persuasion and overcoming
resistance. In: Knowles ES, Linn JA, editors. Resistance and persuasion.
Mahwah: Erlbaum; 2004. p. 175–91.
31. Good B. The narrative representation of illness. In: Good B, editor. Medicine,
rationality, and experience: an anthropological perspective. New York:
Cambridge University Press; 1994. p. 135–65.
32. Hsiao FH, Klimidis S, Minas H, Tan ES. Cultural attribution of mental health
suffering in Chinese societies: the views of Chinese patients with mental
illness and their caregivers. J Clin Nurs. 2006;15:998–1006.
33. National Health and Medical Research Council. Values and ethics: guidelines
for ethical conduct of Aboriginal and Torres Strait Islander health
research. 2003. https://www.nhmrc.gov.au/guidelines-publications/e52.
Accessed 18 Feb 2016.
Wain et al. BMC Medical Education  (2016) 16:156 Page 6 of 7
34. Evans M, Hole R, Berg LD, Hutchinson P, Sookraj D. Common insights,
differing methodologies: Toward a fusion of indigenous methodologies,
participatory action research, and white studies in an urban aboriginal
research agenda. Qual Inq. 2009;15(5):893.
35. Bessarab D, Ng'andu B. Yarning about yarning as a legitimate method in
indigenous research. Int J Crit Indig Stud. 2010;3:37–50.
36. Morris DB. Narrative, ethics, and pain: Thinking with stories. Narrative.
2001;9:55–77.
37. Atleo ER. Tswalk: A Nuu-chah-nulth Worldview. Vancouver: UBC Press; 2004.
38. Creating cultural empathy and challenging attitudes through Indigenous
narratives. http://altc-betterhealth.ecu.edu.au. Accessed 18 Feb 2016.
39. Silburn SR, Zubrick SR, Lawrence DM, Mitrou FG, DeMaio JA, Blair E, et al.
The intergenerational effects of forced separation on the social and emotional
wellbeing of Aboriginal children and young people. Fam Matters. 2006;75:10.
40. Michaels E. A primer of restrictions on picture-taking in traditional areas of
aboriginal Australia. Vis Anthropol. 1991;4:259–75.
41. Dean C. A yarning place in narrative histories. Hist Educ Rev. 2010;39:6–13.
42. Mushin I, Gardner R. Silence is talk: Conversational silence in Australian
Aboriginal talk-in-interaction. J Pragmat. 2009;41:2033–52.
43. Absolon K, Willett C. Aboriginal research: Berry picking and hunting in the
21st century. FPCFR. 2004;1:5–17.
44. Wallerstein N, Duran B. Community-based participatory research contributions
to intervention research: the intersection of science and practice to improve
health equity. Am J Public Health. 2010;100:S40–6.
45. Kendall E, Sunderland N, Barnett L, Nalder G, Matthews C. Beyond the
rhetoric of participatory research in indigenous communities: Advances
in Australia over the last decade. Qual Health Res. 2011;21(12):1719–28.
doi:10.1177/1049732311418124.
46. Dharamsi S, Espinoza N, Cramer C, Amin M, Bainbridge L, Poole G. Nurturing
social responsibility through community service-learning: Lessons learned
from a pilot project. Med Teach. 2010;32:905–11.
47. Mak DB, Miflin B. Living and working with the people of ‘the bush’: A foundation
for rural and remote clinical placements in undergraduate medical education.
Med Teach. 2012;34:e603–10.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Wain et al. BMC Medical Education  (2016) 16:156 Page 7 of 7
